the position shown in Fig. 1 , a small amount of contrast was injected. This revealed the contours of a small space, which in form and appearance was consistent with an atrial appendage. The findings on catheterization were normal except for this strange pressure curve. Selective angiocardiography was also normal. The patient had a grade 3 systolic murmur with maximal intensity in the fourth left intercostal space. The electrocardiogram showed a rsr's' complex in lead Vi. We suspected that the strange pressure curve, which without doubt was recorded with the tip of the catheter in the atrial appendage, was caused by the contraction of the wall when the --ol --.L",.:-r , --l \ catheter was pressed against it. Another possibility was propagation of contractions from the aorta or pulmonary artery to the appendage.
To test these two hypotheses we (1) tried to repeat these pressure curves at other catheterizations and (2) examined the pressure recordings from different parts of the atrial wall in a dog subjected to thoracotomy.
(1) At routine catheterization it is possible to get a pressure curve with higher peaks, when the catheter tip is pressed against the atrial appendage than when the catheter tip lies free in the middle of the atrium. Usually it is not possible to get values as high as in Case 1 (25-50 mm. Hg) even if the catheter is firmly pressed against resistance; a value of 10-20 mm. is more common. The pressure depends upon the force with which the catheter is pressed. In this connection it should be pointed out that this procedure is not entirely free of risk, especially in elderly persons, as perforation with himopericardium could result.
(2) In a dog subjected to thoracotomy a Cournand catheter was introduced into the right atrium via the saphenous vein. experiment that the high pressures recorded were not caused by propagation of the pressure waves from the aorta, because similar recordings were obtained when the tip was removed from the atrial appendage and pressed instead against the lateral atrial wall. Furthermore the time relationships indicate that the peak comes too early to be of aortic origin. Falsely high pressure peaks with a catheter situated in the right atrium have been reported by Fowler et al. (1957) , who ascribe this finding to motions of the catheter tip. If this explanation is correct, it is probable that the motion presses the tip against the wall. In this way the high pressure peaks might have been produced by the contraction of the atrial musculature in our patient. It is probable that the high pressure obtained in the atrium, was produced by squeezing of the catheter tip between the muscle bundles described by Tandler (1926) . Harris and Summerhayes (1955) reported pressures of 45-50 mm. Hg obtained with the catheter far into the coronary sinus. These authors believe the explanation to be squeezing of blood from the capillaries and venules of the myocardium during contraction of the ventricles. In our cases it was never possible to get a blood sample, but it is obvious from Fig. 1 that the catheter tip was not in the coronary sinus.
SUMMARY
A pressure curve from the right atrium with peaks of about 25 mm. Hg is described. The curve was obtained during catheterization of a girl, aged 21 years.
Experience from other patients and an experiment on a dog indicate that these high peaks can be obtained both from the atrial appendage and the atrial wall and are produced by atrial contractions when the tip of the catheter is firmly pressed against the muscular wall.
